What does the study cover?
The original study had four main areas of enquiry: (i) social mobility, especially intergenerational mobility, and the role played by education; (ii) memberships of groups and formal associations; (iii) conformity and deviance; and (iv) choice of partner, marital adjustment, and divorces in families of procreation. The aim of the revitalization was to investigate the influence of transgenerational, fetal, and childhood circumstances on later health. 2 Who is in the sample?
The cohort was defined as all boys born in 1953 in the Copenhagen Metropolitan area, which covers the municipalities of Copenhagen, Frederiksberg, and Gentofte, together with the three adjacent counties of Copenhagen, Frederiksborg, and Roskilde (see map; Figure 1 ). At that time the population of this area was just .35% of the total Danish population, and this 1953 male birth cohort totalled 12 270 subjects. With the establishment of the Danish Civil Registration System (CRS) in April 1968 all persons living in Denmark were assigned a unique personal identification number (CPR-number). In the early 1970s, Svalastoga and his co-workers identified the CPR-number using data on name and date of birth for a total of 11 532 of the original cohort. This is the population for which information was available for revitalization, initiated in 2002 (Table 1) .
How often have they been measured and what has been measured?
Prospective data collection on the cohort began in 1965 with the first collection of school data (Table 1) . Parallel with that data sweep data from birth certificates were collected. Later data sweeps were concentrated around the years 1966, 1968, and 1975 and after the revitalization in year 2004. Details of the information obtained have been reported in previous papers.
1,2 Our revitalization has included both register linkages to the Cause of Death Registry, the National Patient Registry, the Psychiatric Central Registry, and the Cancer Registry, manual collection of data from conscript board examinations, and a questionnaire based follow-up (Tables 1 and 2 ). Social data on education, occupations, and income from 1981 to 2005 and drug prescriptions to the cohort in the time period 1994-2005 will be linked to the cohort by the end of 2005. The original data also included information on crime and ecological data with statistical information from 1960 about each of the parishes within the metropolitan area. 1 However, it has not been possible to locate these data in the files that were available at the time of revitalization.
What is attrition like?
Owing to the existence of the Danish population covering registers we have, in principle, very little loss to follow-up. We have, however, a substantial amount of missing data as described in the following: In 1965, cohort members filled in a questionnaire in the classroom during school hours. A total of 7987 (69.3%) of the 11 532 men had participated in this first school survey ( Table 1 ). The main reasons for not being included in the school survey were: dead or moved out of area between ages 0 and 12 years (9%), lack of willingness of a school or class to participate in survey (8%) or absence of the boy from school on the test day. In 1968, a random sample of 25% of cohort members was drawn. In addition, the 10% highest scoring and the lowest scoring boys on the cognitive school test were included. The families of the boys were visited by trained research staff for personal interviews with the mother or carer. In total 82.3% of mothers from the sampled families were interviewed. 1 Thus, 2929 (25.4%) of the 11 532 men were included in the family survey ( To assess if the subjects, who participated in the school, family, and follow-up survey, respectively, were representative of the total cohort, we compared early life, conscript board, and vital status characteristics that were available for nearly all cohort members with those who did not participate (Table 3) . Those who did not attend the school survey had slightly lower mean birth weight compared with the study participants, were more likely to be born to single mothers, had lower proportion of fathers with higher occupational social class, and had lower educational attainment at the time of their conscription.
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They also had a higher mortality. Similar differences in socioeconomic position were found between participants and non-participants in the family survey.
Among cohort members alive in 2004, those who did not participate in the questionnaire-based follow-up less often had fathers from higher social classes and had a lower education at conscript than those who participated (Table 3) .
What has been found?
Some early publications have resulted from the project Metropolit: in addition to a summary of the methods, 1 some of these described the prevalence and correlates of childhood cognitive function.
The first actual use of project Metropolit for longitudinal research was for a number of publications describing the prevalence and correlates of registered delinquency. 3, 4 As already stated the early data provide a platform for studying the influence of a number of early life factors on adult health and disease. Analyses exploring the influence of social conditions in early life, birth dimensions, and marital status history on adult mortality and health [5] [6] [7] [8] and analyses on the association between childhood cognitive function and health later in life 9, 10 have been completed in recent years.
These analyses have provided new insight into some intriguing research questions: low birth weight has in a number of studies been found to be a risk factor for schizophrenia, and there has been recent interest in the association between birth weight and common affective disorders. Some, though not all, studies have found an inverse association between birth weight and depression. In the Metropolit study we used data to examine the association between birth weight and risk of psychiatric hospital discharge with a depression diagnosis during the years 1969-2003. A total of 190 men, corresponding to 1.8% of the cohort, had a discharge diagnosis of depression. The Cox's regression failed to show any association between birth weight and risk of hospital admission for depression before or after adjustment for social indicators at birth. The point estimates were close to 1. Thus, our study does not support the hypothesis of a relation between birth weight and depression. 8 Another analysis has explored the association between all previous marital status events from age 15 to 40 years and subsequent mortality. We found that cumulated periods of divorce/ widowhood, in particular, were strong independent predictors of mortality in young adulthood. 7 Further, studies will include an intergenerational perspective and include the effect of parents' and grandparents' divorce experience. In a recent analysis we add to the sparse literature on intelligence and disease-specific outcomes by examining the relationship of childhood intelligence with later life risk of coronary heart disease (CHD) and stroke. 10 By introducing recently acquired data on hospital admissions for CHD and stroke, these analyses extend earlier findings from the same study, which found an inverse relation between IQ and cardiovascular mortality. 5 There were 150 CHD and 93 stroke events during follow-up into mid-life. Childhood intelligence was inversely related to CHD with the highest rate apparent in adults who, as children, had low test scores (hr lowest vs highest quartile 2.70; 95% confidence interval 1.60-4.57; P trend 0.0001). After adjustment for paternal social class and birth weight, this association was attenuated only marginally. There was little evidence of an IQ-stroke relationship. In addition to these research themes, a number of new projects are under way: studies on childhood social relations and a number of adult health outcomes, studies on childhood social conditions and adult psychosocial characteristics as well as studies on early life determinants of substance abuse and adult obesity.
A complete list of publications is on the web at www. metropolit.dk.
What are the main strengths and weaknesses?
The cohort consists of all males born in a well-defined area (covering one-third of the Danish population), who survived to the age of 15 years. A complete register-based follow-up for mortality and morbidity is one of the major strengths of our study. The many medical and socioeconomic registers in combination with the CPR-number provide unique opportunities for follow-up, thus losses are not a serious source of bias in this cohort. The mortality and hospital admission data were available for .95% of this non-selected population. Another strength is that the information on social circumstances in early life was collected from birth registers of high quality rather than relying on recall from the offspring in childhood or middle age. Also the conscript board information includes valid and nearly complete information on height, weight, and cognitive function in early adulthood.
One limitation of this cohort, which pertains to all life course cohorts, is that the effects of early life factors on adult disease that we find in this cohort may not be generalizable to contemporary children. Thus, one might question the meaning of measures of socioeconomic position in 1953, and of cognition and preferred leisure time activities in 1968 in relation to similar exposures for contemporary children.. In addition, we had access to only a few of the many other factors that might be related to exposures in early life and later morbidity and mortality, such as adolescent behaviour. Thus, in the present study this information is scant for some life stages. Further, the information on school performance and family environment was only available for 69.2 and 25% of the cohort members, respectively. Our cohort consists of males only, and there is some evidence of sex and gender differences in the relation of some early life factors to adult disease that we could not assess in this cohort.
A lot of effort was required to trace the actual number of subjects in the different sub-cohorts and to understand the recoding made in the data file. For example, in the original data reasons for non-participation and recoding of errors were not clearly documented. Consequently, we had to take some pragmatic decisions where data was undocumented, to define our cohort. Nonetheless, this does not seem to have biased our findings to date (on the basis of sensitivity analyses), and since the participants in the school and family surveys showed nearly the same distribution on basic variables they do not seem to constitute highly selected parts of the population. Although the follow-up covered a period of .30 years, the participants are still young and, therefore, the number of cases is small for some outcomes, in particular for cause-specific deaths (though it is always possible to supplement this with non-fatal outcomes from the hospital registers). Future follow-up will capture more cases.
Can I get hold of the data? where can I find out more?
The data are held by the Metropolit project team and the original data are also archived at the Danish Data Archive. Potential collaborators should discuss ideas informally with the project leader and steering group by email (mosler@health. sdu.dk) before completing a formal expression of interest. Proposals are assessed for feasibility and potential overlap with ongoing or completed work. Following approval, collaborators complete a written agreement with aim, variables, and time schedule.
We intend to give more information on surveys, data documentation, and administrative procedures at the website. At present there are ongoing collaborative analyses with the Aberdeen and Stockholm cohorts, profiled in this issue of the journal.
